Since 1980, the American College of Cardiology (ACC) and American Heart Association (AHA) have translated scientific evidence into clinical practice guidelines with recommendations to improve cardiovascular health (1). These guidelines, based on systematic methods to evaluate and classify evidence, provide a foundation for the delivery of quality cardiovascular care. Practice guidelines provide recommendations applicable to patients with or at risk of developing cardiovascular disease.
facilitates integration of discrete modules of information into electronic media, fostering easier implementation at the point of care. This communication updates our constituencies and all healthcare providers on these changes that are being implemented.
MODULAR KNOWLEDGE CHUNK
The format of clinical practice guidelines has continued to evolve over the past 3 decades. In 2017, the modular knowledge chunk format was introduced. This knowledge chunk format allows guideline information to be grouped into discrete packages (or modules) of information on a disease-specific topic or management issue (e.g. treatment of hypertension for secondary stroke prevention).
The modular knowledge chunk of information consists of: 1) a table of related recommendations; 2) a brief synopsis;
3) more detailed recommendation-specific supportive text for each recommendation in the section; 4) a flow diagram (when appropriate); 5) an additional informational table (when appropriate); and 6) hyperlinked references specific for that knowledge chunk.
The modular chunk format has numerous advantages over prior formats. In contrast to the prior "knowledge byte" guideline format, this new format bundles all related recommendations together in one table, which enables better conceptualization of when a test treatment or intervention is recommended, when it may be recommended or is considered reasonable, and when it is Several guidelines (high blood pressure, ventricular arrhythmias/sudden cardiac death, adult congenital heart disease) were already in the later stages of writing and review when this modular chunk format was initiated and were retrofitted into this format as best as could be done.
Guidelines on bradycardia and cardiac conduction delay (4) and blood cholesterol management (5) were the first to be written de novo in this format. Elements of the modular knowledge chunk are shown in Table 1 ;
an example of the general appearance of the modular knowledge chunk is given in Figure 1 .
STANDARDIZED GUIDELINE FORMATS
In conjunction with the implementation of the modular knowledge chunk, standardized guideline formats and a target maximum number of words have been implemented. The intentions of this format are; 1) to make a guideline more recommendation-centric; and 2) to limit text (and thus the overall size of the guideline), making the guideline more relevant and readable for the busy practitioner. Detailed and extensive background information, which can readily be found in book chapters, on websites, or via search engines, is deemphasized. Rather, the focus of the guideline is on the recommendations themselves, presented in the modular knowledge chunk Allows readers to view in one list all relevant references (rather than scrolling through references scattered among 1000 references)
Innovations to ACC/AHA Clinical Practice Guidelines -, 2019:---(general concepts, brief background information, overarching principles) is a maximum of 2,000 words and 5 journal-formatted pages for each section. This standardized guideline format is a process-in-evolution that will bring a more standardized layout, and more limited text, to guidelines, although it will still allow guideline writing committee chairs some discretion in how to best construct each specific guideline. The current iteration of this standardized guideline format is shown in Table 2 .
WEB GUIDELINE SUPPLEMENT
In accordance with the goal of shortening the length and the American College of Cardiology Foundation, and the American Heart Association, Inc.
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Innovations to ACC/AHA Clinical Practice Guidelines reduces the size of the core guideline document, while affording the interested reader access to additional information that may be useful to his or her practice.
The web guideline supplement is a separate PDF file that is hyperlinked to the primary guideline document and downloadable via organizational and journal (Circulation and Journal of the American College of Cardiology)
websites. The first implementation of this web guideline supplement was in bradycardia and cardiac conduction delay (4) and blood cholesterol management (5) guidelines.
TOP 10 TAKE-HOME MESSAGES
It is well recognized that many busy practitioners do not have the time to read a lengthy guideline cover to cover, and that key recommendations and messages in the guideline may thus not be fully appreciated. Therefore, a 
ADDRESSING AREAS OF PERCEIVED NEED ("GAPS") IN OUR GUIDELINES
Current ACC/AHA guidelines cover 8 broad topics and consist of >20 guidelines ( Table 3) . Two areas of perceived need for dedicated guidelines to fill gaps in the portfolio of guidelines are currently being addressed. The first area being addressed is that of chest pain, a condition that requires evaluation in >7 million people each year (6).
Although the stable ischemic heart disease and non-ST- This table is now at the beginning of each guideline (in the introduction section).
OTHER ONGOING IMPROVEMENTS AND REFINEMENTS OF GUIDELINES
Several additional improvements and refinements of guidelines and of the guideline development process, instituted over the past decade, merit discussion. The first of these are data supplement tables, which summarize the studies and study findings that were considered when Level of Evidence: A or B recommendations were formulated for a specific topic. The data supplement tables include, for key studies relevant to these recommendations, the study aim and design, the study control and intervention groups, and the primary and relevant secondary endpoint findings, both numerically and statistically. These data supplement tables serve 3 purposes.
First and foremost, they facilitate the process by which guideline section authors and the entire guideline writing committee can first thoroughly review the most relevant study data on a specific topic, and then discuss potential recommendations and their designated class of evidence in an optimally informed, evidence-based manner. Second, they allow detailed discussions of study results to be moved from the guideline itself to the data supplement.
Guideline text can now simply summarize the data on a topic in broad statements, with more granular details given in the data supplement tables. Third, interested readers can themselves review and scrutinize key aspects and findings of relevant studies. These data supplement tables are published in separate PDF files, are hyperlinked to the guideline itself, and can be downloaded from the websites of both organizations and journals.
The second refinement to the guideline development process was the institution of evidence review committees (ERCs) (1,2). ERCs were established to provide an expert, independent, systematic review and analysis of study data relevant to one or more key patient evaluation or management question. ERCs and systematic reviews 
Levine et al. 2) relevance to a substantial number (e.g., at least tens or hundreds of thousands) of patients; and 3) high likelihood that the findings of the systematic review can be translated into actionable recommendations.
Over the past decade, the focus of guidelines has changed from procedure-centric to condition-centric.
Thus, procedures such as pacemakers and defibrillators, which were previously addressed in a guideline on device-based therapies (18) , are now addressed in guidelines on bradycardia and cardiac conduction delays (4), ventricular arrhythmias and sudden cardiac death (19) , and syncope (20) . Similarly, indications for cardiac resynchronization therapy are covered in the guideline on heart failure (21). By being disease-or condition-centric, the focus is now on the indications for such interventions, and how these interventions fit within the overall management of the specific condition, rather than on the devices themselves and nuances of device implantation (such as pacing or defibrillation thresholds).
Current guidelines on percutaneous coronary interven- 
